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Introduction   
 
Lymphangiomas are benign hamartomas tumors of lymphatic channels. They 
rarely represent as a neoplasam, most likely present as a developmental 
malformations arising sequestration of lymphatic tissue that do not communicate with 
rest of lymphatic channels.
1
Described for the first time by Redenbacher in 1828, 
currently the lymphangiomas are classified as malformations and not as neoplasms.
2
 
The lesions are seen at birth in 50% of patients or become manifested by age 2 years 
in 80%- 90% of patients with a few cases appearing in adulthood. Lymphangiomas 
represent about 6% of the total number of benign tumours of the smooth tissue in 
patients aged less than 20 years. The oral localization of lymphangiomas is less usual, 
and the most common site in this case is the tongue, especially the anterior2/3
rd
. It can 
also present in the palate, buccal mucosa, gingiva, and lip.Lymphangiomas usually 
affect the ventral part of the tongue and are solitary or circumscribed. Occasionally, 
they are associated with cystic hygroma.
 
 
 
 CASE REPORT 
A 9 year old boy came to our Dept. of Oral Medicine and radiology with a 
complaint of growth on the ventral surface of the tongue for past 3 months.[ Fig1] 
Growth started as a small and reached to present size on continuous biting. There 
were no associated symptoms and secondary changes. Size of the growth had been 
varied with time increases and sum times decreases. On clinical examination, the 
ventral surface of the tongue presents with a single in number measuring 1x1 cm at a 
distance 1 cm posterior to the tip of the tongue along the line of the lingual frenum. 
The surface of the growth shows areas of blanching, smooth and shiny. On palpation, 
the growth was non tender, soft to firm in consistency, freely movable to all directions 
with pedenculated base. The growth exhibited positive response to blanching test.[Fig 
2] Based on history and clinical examination, a provisional diagnosis of traumatic 
fibroma of ventral surface of tongue was made. 
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Abstract      
                         
Lymphangiomas are uncommon congenital hamartomas of the lymphatic system, usually 
diagnosed in infancy and early childhood. Commonly located at head and neck, they are rarely 
seen in the oral cavity. Common site in oral cavity is the tongue. In the absence of proper 
therapy, lymphangiomas of the tongue are extremely recurrent, rarely leads to serious 
complications such as hemorrhage or obstruction of the upper respiratory airways. Here we are 
report a case of 9 years old child with a swelling on the ventral surface of the tongue.   
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CASE REPORT 
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Fig. 1. Small growth seen on the ventral side of the tongue. 
 
 
Fig.2.Diascopy test positive 
 
 
Fig.3a . After surgical excision 
 
Fig. 3b. Biopsy tissue 
 
 
Fig. 4. Lymphatic channels 
 
Following excisional biopsy was performed 
under local anaesthesia and sent for histopathological 
examination.[Fig3a,b] Soft tissue section exhibited 
hyperparakeratotic stratified squamous epithelium with 
fibrovascular connective tissue. The lesional tissue 
comprises of numerous lymphatic channels and 
endothelial proliferation along with thick collagen 
bundles associated with fibroblasts. The underlying 
collagen fibers show fibrinolytic changes along with 
nerve fassicles, thick walled blood vessels and muscle 
fibers with few areas showing degeneration suggestive 
of lymphangioma.[ Fig4] 
 
DISCUSSION 
 Lymphangiomas are hamartomatous, congenital 
malformations of the lymphatic system. They are the 
result of sequestration of lymphatic tissue that has 
retained its potential for growth and do not 
communicate with other lymphatic tissue.
3
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Embryologically, it is derived from five primitive buds 
developing from the venous system which include paired 
jugular sac.
3
 They may be present anywhere on the skin 
and mucosa. The most usual locations are the head and 
neck, followed by the proximal extremities, buttocks and 
trunk. Sometimes they can be located at intestinal, 
pancreatic and mesenteric level. Lymphangioma rarely 
affect the oral cavity. Affected sites in the oral cavity may 
include the tongue, palate, gingival and oral mucosa, 
lips, and alveolar ridge of the mandible .
4
  
The classifications of the lymphangioma are not 
standardized. Usually, they are divided depending on 
depth and size of the abnormal lymphatic vessels in two 
groups: a superficial one, including the circumscribed 
angioma and another more profound, represented by 
cavernous lymphangioma and cystic hygroma. Many 
authors consider cystic hygroma as a cavernous 
lymphangioma variant.
5
  
Two major theories have been proposed to 
explain the origin of lymphangiomas. The first theory is 
that the lymphatic system develops from five primitive 
sacs arising from the venous system. Concerning the 
head and the neck, endothelial out pouching’s from the 
jugular sac spread centrifugally to form the lymphatic 
system. Another theory proposes that the lymphatic 
system develops from mesenchymal clefts in the venous 
plexus reticulum and spread centripetally towards the 
jugular sac. Finally, lymphangiomas develops from 
congenital obstruction or sequestration of the primitive 
lymphatic enlargement.
6
  
Clinically, lymphangiomas of the oral cavity have 
a characteristic aspect. Usually, there is a plaque 
constituted from small vesicles with thin walls, 
translucide like frog eggs. Part of the vesicles are full 
with clear content (lymph), part has a blood content 
suggesting co-existence of the involvement of the 
lymphatic anomalies with abnormalities of the blood 
vessels.
7 
 A classification of the lymphangioma of head 
and neck on the base of the spread the anatomical 
involvement had been proposed by De Serres LM 
8
: 
1. Stage/class I – infrahyoid unilateral lesions; 
2. Stage/class II – suprahyoid billateral lesions; 
3. Stage/class III – suprahyoid or infrahyoid 
unilateral lesions; 
4. Stage/class IV – suprahyoid bilateral lesions; 
5. Stage/class V – suprahyoid or infrahyoid 
bilateral lesions; 
6. Stage/class IV – infrahyoid bilateral lesions. 
Ricciardelli LJ and Richardson MA 
9
 demonstrated that 
suprahyoid lymphangiomas had a significantly higher 
rate of recurrence than infrahyoid lymphangiomas. 
The commonest complication of the lymphatic 
malformations is infection, associated with the growth of 
the lesion. Lymphocytopenia has been documented in all 
these patients, although a clear correlation with the 
infection risk must be established.  
The diagnostic of lymphangiomas is not difficult, 
being mainly clinical. Sixty percent of lymphangiomas 
are diagnosed at birth and 80–90% in the second year of 
life. Lymphangioma may resemble to a number of oral 
lesions including hemangioma, teratoma, dermoid cyst, 
thyroglossal duct cyst, heterotopy of gastric mucosal cyst 
and granular cell tumor.
10
 In our case, based on the 
duration and increase in size of the growth, a differential 
diagnosis of traumatic fibroma, lipoma, mucocele were 
given. 
The various treatment modalities for 
lymphangioma are surgical excision, radiation therapy, 
cryosurgery, electrocautery, sclerotherapy, steroid 
administration, embolization and laser surgery with Nd-
YAG, CO2 and radiofrequency tissue ablation 
technique.
(11)
 
Surgical excision is the usual treatment of 
lymphangioma. However, some clinicians do not 
recommend surgery for non-enlarging lymphangiomas 
of the tongue because of difficulties in removal and the 
high recurrence rate. An early diagnosis and intervention 
will help in reducing functional, psychological 
disturbances and cosmetic disfigurement. 
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